Changing a urine collection pad (UCP) every 30 minutes reduced contamination of urine samples more than a UCP kept in the nappy in children with suspected urinary tract infection 
Q
Is a urine collection pad (UCP) that is replaced every 30 minutes better than a UCP kept in the nappy (diaper) for reducing bacterial contamination of urine samples to rule out suspected urinary tract infection (UTI) in children?
METHODS
Design: randomised controlled trial.
Allocation: concealed.
Blinding: blinded (outcome assessors).
Follow up period: after collection of urine samples.
Setting: 2 acute general children's wards in the UK.
Patients: 80 febrile children ,2 years of age who were admitted to the acute medical ward with suspected UTI.
Intervention: replacement of the UCP every 30 minutes until urine was passed (replaced UCP) (n = 38) or no replacement of the UCP (single UCP) (n = 42). The child's perineum was cleaned with soap, and the reusable enuresis alarm sensor (Drinite Audio fx 2000 personal enuresis alarm, Ferraris Medical Ltd, Enfield, UK) was cleaned with an alcohol swab before each use. Wearing gloves, the nurse buried the alarm sensor inside the UCP (sterile packed, Newcastle Urine Collection Pack, Ontex Ltd, Corby, UK; NHS Supplies), which was then placed inside the front of the child's nappy. An audio alarm was attached to the child's clothing or placed near the cot. The UCP was removed when the enuresis alarm signalled passage of urine. UCPs soiled with faeces were discarded, and a repeat sample was attempted. The urine sample (>0.5 ml) was aspirated from the UCP with a 20 ml syringe and sent for bacterial culture, identification, and sensitivity testing.
Outcomes: heavily contaminated urine samples (.10 5 mixed growth organisms/ml) from which a diagnosis of UTI could not be definitely excluded; time to collect sample; and adverse effects of the enuresis alarm.
Patient follow up: samples were collected in 85% of children (53% boys).
MAIN RESULTS
3 children (4%) had a UTI (.10 5 organisms/ml pure single organism growth). Children in the replaced UCP group had fewer contaminated urine samples than those in the single UCP group (table) Commentary C ollection of uncontaminated urine samples from infants and young children has always presented a challenge for both nurses and parents. For this reason, the advent of the UCP is regarded as a welcome alternative to the unpopular and sometimes traumatic urine collection bag or the ''time consuming and messy'' clean catch method that has been used in the past.
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The randomised control trial by Rao et al not only confirms the value of UCPs for collecting urine from young children but also shows the advantages of changing pads every 30 minutes until urine is passed.
The strength of the study lies in the randomisation of children and the detailed description of the methods used to prepare the child and monitor for the passage of urine. An increased sample size and more even distribution of the sexes between the 2 groups would have added further rigour to the study and reduced the potential for bias reported by the authors. In addition, more information about the wait time for collection for each sex would have provided useful information.
Although the results of Rao et al clearly indicate a benefit of changing UCPs every 30 minutes, the feasibility of implementing these procedures in clinical settings remains open to debate. Only 11 of the 24 children in the replaced UCP group did not require a change of pad. 6 children, however, required 3-7 pad changes. Thus, because changing UCPs every 30 minutes may add to the workload of already busy nurses, the practical value of these findings could be viewed with ambivalence.
The most useful finding, however, may be that methods other than UCPs should be considered for urine collection in children with diarrhoea because faecal soiling was noted by Rao et al as a primary reason for UCP failure.
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